arteriovenous communications. The main feeding vessels are shown to be the nutrient artery to the femur and several perforating branches of the deep femoral artery. Venous drainage passes into deep femoral vein which is opacified two seconds after injection (Fig 2) .
Comment: This patient illustrates acceleration of limb growth in the presence of a congenital arteriovenous malformation. The increased growth principally involves the tibia, although angiography shows the malformation to be confined to the femur. This supports the hypothesis that venous congestion, rather than the arteriovenous fistula itself, is the stimulus to hypertrophy.
It is unusual for a congenital arteriovenous fistula to occur within a long bone. Nisbet (1954) refers to four such lesions and Howard (1959) describes a further example, occurring in the same site as in this case, but without overgrowth of the leg.
Our plan is to avoid excision of the fistula unless fresh symptoms develop, and to achieve limb equalization by epiphysiodesis in a few years' time. December 1960: When about four months pregnant (fourth pregnancy) epigastric and back pain recurred; in the following months it became more severe, was accompanied by vomiting and culminated in hematemesis in March 1961. Family history: Two uncles and a cousin have had operations for duodenal ulcers. Progress and treatment: She was transfused with five bottles of blood but on 28.3.61 had hematemeses of 630 ml and 280 ml. Further blood transfusion was given. On 30.3.61 she vomited 1,700 ml blood within about five minutes. She collapsed but quickly recovered after rapid transfusion. Emergency operation: A duodenal ulcer, 5 x 3 cm, with an eroded vessel in its base and involving the common bile duct was found. The common duct was torn longitudinally in mobilizing the duodenum. The tear was sutured and a valved Polya antecolic partial gastrectomy performed. Post-operative course: She was kept in bed and sedated from April 5-21 because of repeated episodes of painful uterine contractions not associated with vaginal bleeding. 5.5.61: Discharged from hospital. 26.5.61: Normal delivery of a girl weighing 7 lb 2 oz.
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Discussion: Dyspeptic symptoms usually disappear about the end of the third month of pregnancy but they may persist till term. Occasionally more severe indigestion occurs with considerable resemblance to ulcer. Clark (1953) investigated dyspeptic symptoms during 313 pregnancies in 118 women diagnosed as suffering from peptic ulcer before pregnancy. He found that there was a remission of ulcer symptoms in 276 (88%) of the pregnancies. More than half of these women claimed to have been completely symptom free during the whole pregnancy; the remainder had minor symptoms which they regarded as unconnected with the ulcer. In the remaining 37 pregnancies (12%), symptoms persisted which were indistinguishable from those of ulcer and 14 women were admitted to hospital for treatment of the 'indigestion'. In no case did heemorrhage or perforation occur during the pregnancy.
There are very few reports in the literature of ulcer perforation or hemorrhage during pregnancy. Reports have been found of 13 cases of perforated ulcer (9 duodenal and 4 gastric) during pregnancy and the first week after delivery. Nine of the 13 mothers died. The 4 cases in which the mother survived were reported from this country by James (1948) , Horwich (1958) , Ross (1958) and Burkitt (1961) .
Small haemorrhages from the upper part of the alimentary tract do not appear to be very rare in pregnancy although Avery Jones (1947) , investigating for ulcer activity a series of (1962) and partial gastrectomy 10,000 women attending an antenatal clinic, found only one case of mild hiematemesis and no ulcer could be demonstrated. In a series of 587 cases of hematemesis and melena admitted to Dr Norris's unit at Whittington Hospital during the four-year period 1957-1960 there were four pregnant women (MacCaig 1962, personal communication). Three had had hematemesis and one melkna. There was no further bleeding after admission; they were not investigated in view of the pregnancy. Reports of only 7 cases of heemorrhage from proved ulcers could be found in the literature (Table 1) . Two of the mothers survived and not more than 3 of the pregnancies produced live births. It may be that the small number of proven cases is due to a reluctance to carry out radiological investigations during pregnancy. If investigations were done after the birth of the child the ulcer would probably have healed. The Ministry of Health (1937) reported the only case of proved ulcer hxemorrhage from this country; a bleeding gastric ulcer was responsible for death in the puerperium. Durst & Klieger (1955) reported a case in which haemorrhage from a gastric ulcer occurred at term and continued after delivery; late consent was given for emergency surgery and death occurred during the operation. The only other report of emergency surgery for ulcer hamorrhage is by Stevenson (1962) from Gibraltar. A Spanish girl, already in labour, was bleeding from a gastric ulcer. Cesarean section was performed but the foetus was dead. The operation was continued by performing partial gastrectomy and the patient recovered.
Comment on Present Case It is remarkable that in this case the ulcer pain occurred only during her second and fourth pregnancies. It is also remarkable that the fcetus survived such a massive hemorrhage in the mother and that the pregnancy continued to term, eight weeks after emergency partial gastrectomy. (Since this case was presented the brother has been proven to have acute porphyria and a trace ofporphobilinogen has been found in the mother's urine.) On examination: Blood pressure 160/100, pulse, 128. Otherwise normal.
